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World Rabies Day- September 8, 2007
Observance of preventable disease to attract
worldwide attention
Michael Auslander, DVM, MSPH,

State Public Health Veterinarian,

Kentucky Department for Public Health

September 8, 2007 has been proclaimed as World
Rabies Day by the Alliance for Rabies Control.
The purpose of World Rabies Day is to focus atten-
tion on this entirely preventable cause of worldwide
death and suffering. Over 55,000 human rabies
deaths occur annually, mostly in Africa and Asia.
Worldwide, there are more rabies deaths than for
polio, diphtheria, and yellow fever combined.

The most important global source of rabies in hu-
mans is from uncontrolled rabies in dogs. This ma-
jor cause of rabies in humans can be eliminated. As
demonstrated decades ago, comprehensive and co-
ordinated rabies vaccination of dog populations
will result in local extinction of dog-associated
strains or types of rabies viruses, especially if cou-
pled with population management and novel ap-
proaches for hard-to-reach animals. When rabies is
eliminated in the main animal reservoir, human ex-
posures from this source no longer occur.

Human rabies is rare in the United States due to the
elimination of endemic dog variant rabies and the
use of effective, modern biologics for those indi-
viduals exposed to rabid or suspected rabid ani-
mals. Over 6,000 cases of wildlife rabies, primarily
in bats, raccoons, skunks, and foxes, still exist in
the U.S. and these result in human and animal ex-
posures requiring thousands of human rabies post-
exposure treatments and thousands of animal eutha-
nasias or quarantines.

The personal impact of rabies can be enormous, as
the bite of a rabid dog can lead to months of anxi-
ety while victims are unsure as to whether rabies

may develop. This is particularly true for poor peo-
ple living in rural areas of Africa and Asia where
post-exposure vaccines and immunoglobulin may
not be available and are very expensive. Children
are often at greatest risk from rabies as they are
more likely to be bitten by dogs, and are also more
likely to be bitten in high-risk sites on the body,
such as the head and neck. Also, because rabies af-
fects the brain, its victims often have frightening
symptoms starting several weeks to months after an
exposure. A person may feel strange sensations at
the site of the bite from a rabid animal, hallucina-
tions, difficulty swallowing and probably most no-
toriously, hydrophobia (fear of water) — all of
which are quickly followed by death. There is no
known medical cure once clinical signs of rabies
are present. The bite of rabid animals often causes
terrible injuries even if rabies itself can be pre-
vented by effective post-exposure prophylaxis.

In addition, rabies is a concern for animal welfare.
Fear of the disease may result in hostile and antago-
nistic attitudes towards dogs and often inhumane
approaches to rabies control among dogs in a com-
munity. Also, rabies poses an immediate threat to
several of the world's most endangered wildlife
populations, such as the Florida Panther, Ethiopian
wolf, and African Wild Dog.

The Centers for Disease Control and Prevention
(CDC) is holding a one-day conference on the state
of rabies research, control, and prevention for
World Rabies Day. Other national and interna-
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tional agencies are commemorating World Rabies
Day observances with declarations, symposia, and
other events such as a 5K run (Run 4 Rabies).

For more information about rabies and World Ra-
bies Day activities, visit the following Web sites:

e Alliance for Rabies Control
(www.rabiescontrol.org)

e Centers for Disease Control and Prevention
(www.cdc.gov/ncidod/dvrd/rabies/)

e World Organization for Animal Health
(www.oie.int/)

e World Health Organization (www.who.int/
topics/rabies/en/)

e Pan American Health Organization
(www.paho.org/english/ad/dpc/vp/rabia.htm)

e Kansas State Veterinary Diagnostic Laboratory
(www.vet.ksu.edu/depts/dmp/service/rabies/
index.htm)

First Steps to Lifelong Success
Program provides support for children with
developmental disabilities or delays
Kirsten Hammock, B.A., Part C Coordinator,
First Steps Program, Early Childhood
Development Branch

The First Steps program is Kentucky’s response to
Part C of the Individuals with Disabilities Educa-
tion Improvement Act (IDEA) of 2004. First Steps
provides support and services to infants and tod-
dlers with developmental disabilities and/or delays
and their families. In Kentucky, the Department
for Public Health (DPH) is the lead agency respon-
sible for administering the First Steps program.
During FY06, the First Steps program served more
than 11,000 children and families statewide.

To be eligible for the First Steps program, Ken-
tucky infants or toddlers must be between the ages
of birth and three years and have a diagnosed
physical or mental condition that has a high prob-
ability of resulting in a developmental delay or
must be exhibiting a developmental delay in one or
more of the following areas:

Adaptive development

Cognitive development

Communication development

Physical development (including vision and
hearing)

e Social-emotional development.

All Kentucky infants and toddlers with suspected
developmental concerns may receive a free evalua-
tion to determine if they are eligible for the pro-
gram. Eligible infants and toddlers may also re-
ceive one or more assessments for program plan-
ning purposes and service coordination at no cost to
the family. First Steps services like developmental
intervention, physical therapy and/or speech and
language therapy are provided for a small charge,
but are available at no cost to families who cannot
pay. Families who have private insurance are en-
couraged to allow First Steps providers to bill their
insurance in order to offset the cost of services.
However, private insurance use is not required.

First Steps services are selected based on the devel-
opmental strengths and needs of the child and the
priorities of the family and may include one or
more of the following:

e Assistive technology

e Audiology

e Developmental intervention (special instruc-
tion)

e Health and/or medical diagnostic services
(limited)

Occupational therapy

Physical therapy

Psychological services

Social work services

Speech-language pathology services; and/or
vision services

First Steps services are designed to support families
during their daily routines and activities in their
home and in the places where their child typically
spends his/her day. Supporting and nurturing the
caregiver-child relationship is a primary goal of the
First Steps program because intervention is most
successful when incorporated into natural learning

(Continued on Page 3)
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activities carried out by trusted and caring parents
and caregivers. While First Steps offers a wide ar-
ray of professional services, it is the parents and
caregivers who provide the real intervention by
creatively adapting their child care methods to en-
hance the development of their child.

The First Steps program utilizes a consultative
model of service delivery. In contrast to a direct
services model or a medical model in which an in-
terventionist works directly with a child while the
caregiver passively observes or even leaves the
room, a consultative model views the caregiver as
the primary focus of the intervention. In a consul-
tative model, the interventionist provides the care-
giver with strategies to embed intervention into
everyday routines and activities, whereby increas-
ing the number of opportunities the child has dur-
ing a given day to practice one or more new skills
across a variety of activities and settings.

Primary referral sources are responsible for refer-
ring infants and toddlers who they suspect may be
eligible for First Steps services to the First Steps
program as soon as possible after they are identi-
fied. Primary referral sources include physicians,
childcare programs, schools, public health provid-
ers, and other health and social service providers.
Primary referral sources, families, and other inter-
ested parties access the First Steps program locally
through 15 system Points of Entry (POEs) covering
the 15 Area Development Districts (ADDs). To
find the Point of Entry in any ADD, interested par-
ties may call 1-800-442-0087.

POEs are responsible for receiving referrals for all
infants and toddlers with suspected developmental
concerns and providing initial service coordination.
Initial service coordinators (ISCs) assist families by
arranging for evaluations to determine eligibility
and coordinating the development of individualized
family service plans (IFSPs) for eligible children
and families.

Once an IFSP is developed, a primary service coor-
dinator (PSC) is selected who is responsible for co-
ordinating support of the child and family’s ser-
vices throughout their participation in First Steps.
The PSC will ensure that the IFSP is reviewed on a

regular basis, that support and services respond to
the changing needs of the child and family, and that
the child and family are adequately prepared to
leave the program at age three.

The U.S. Department of Education (DOE) has re-
cently been focusing attention on child outcomes
and is interested to know what progress, if any, in-
fants and toddlers have made as a result of partici-
pating in the Part C (First Steps) program. The
U.S. DOE has established three outcomes related to
early childhood development that states must meas-
ure progress toward. Those outcomes include: 1)
Infants and toddlers have positive social-emotional
skills, including social relationships; 2) Infants and
toddlers acquire and use knowledge and skills, in-
cluding early language/communication skills; and
3) Infants and toddlers use appropriate behaviors to
meet their needs. Kentucky is currently in the
process of collecting baseline child outcome data
and should be prepared to begin reporting on child
progress toward the U.S. DOE’s established child
outcomes in February 2009.

For more information on the First Steps program,
call (502) 564-3756 or log onto
www.chfs.ky.gov/dph/firststeps.htm.

Introduction

Hip fracture is among the most common muscu-
loskeletal injuries requiring surgical treatment in
the U.S. and one of the most detrimental bone frac-
tures one can endure. Data from the Kentucky De-
partment for Public Health (DPH) indicate that one-
fourth of individuals that suffer a hip fracture die
within one year of the injury.

(Continued on Page 4)
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A hip fracture can involve fractures of any aspect
of the proximal femoral neck (just below the ball
part of the ball and socket joint) and from the neck
to the first 4-5 centimeters of the subtrochanteric
area (outward-jutting upper femur).

The Impact of Hip Fracture

Hip fractures and their treatment have lasting health
consequences beyond immediate hospital treat-
ment. Only 25% of individuals who have sustained
hip fractures will make a full recovery from their
injury, with 50% needing a cane or walker and as
many as 25% require nursing home care for at least
a year due to their injury. Only 40% of patients are
able to perform activities of daily living independ-
ently after their fracture. Hip fractures reduce life
expectancy by 1.8 years, and up to 20% of people
in the U.S. who have a hip fracture will die within a
year of injury due to complications with surgery
procedure and/or recovery period issues.

Along with the decline of bone strength, hip frac-
ture incidence increases with age and women are at
a higher risk than men. Women who are 5’8 or
taller have twice the risk of suffering a hip fracture
than women under 5°3”. Rates for hip fractures in-
crease exponentially with age among both sexes,
doubling every 5 to 6 years past age 50. People
ages 85 and over are 10 to 15 times more likely to
have a hip fracture than people between ages 60
and 65.

Relationship of Osteoporosis and Hip Fractures
Osteoporosis is the principal cause of reduced bone
strength. It is difficult to identify fractures attribut-
able to osteoporosis, but fractures do occur as a re-
sult of the relationship of bone strength with skele-
tal loading. For instance, fractures do not occur un-
til the loads encountered in the course of everyday
activities or with specific episodes of trauma ex-
ceed the breaking strength of the bone. It has been
estimated that 90% of proximal femur fractures
among white women 65-84 years of age are related
to osteoporosis. Although the incidence of hip
fracture is less in men, about 80% of male hip frac-
tures are presumed to be osteoporotic-related.

The Cost of Hip Fractures

Hip fractures are very costly for both individuals as
well as Kentucky’s health care system. The aver-
age cost per patient for treating and caring for a hip
fracture within the first year of occurrence is
$26,912. National annual Medicare costs for the
treatment of hip fractures were estimated to be $2.9
billion in 1991. Lifetime costs attributable to sus-
taining a hip fracture were $81,300, of which 44%
was spent on nursing home care. The lifetime costs
noted by the Journal for the American Geriatric
Society for all hip fractures in the U.S. have been
estimated as being greater than $20 billion.

Kentucky: Hip Fracture Hospitalizations and
the Elderly

Selection criteria for this analysis included indi-
viduals with a principal diagnosis ICD-9 code of
820.0 through 820.9 with a corresponding diagno-
sis related group of 210, 211, 216, 217, 218, 230,
233,234, or 236.

Kentucky hospital data for 2006 show there were
2,955 discharges of elderly patients with hip frac-
ture from acute and rehabilitation hospitals.
NOTE: Although most patients were likely to have
been hospitalized only once during a year, it is pos-
sible that some may have had multiple discharges
and been counted more than once. However, this
occurs rarely in diagnosis of hip fractures. Table 1
(page 5) shows hospital discharges with diagnosis
of hip fractures for individuals 65 years and over
during that year.

Following national trends, females accounted for
75.5% of total hip fracture discharges while males
make up 24.5%.

In 2000, there were a total of 2,673 admissions at
acute care or rehabilitation hospitals for hip frac-
tures. That number had increased to 2,955 by
2006. Figure 1 (page 5) shows the number of ad-
missions per year by gender. In Kentucky’s female
population 65 years and older, the incidence of hip
fracture was 7.4 per 1000; in men the same age
group, it was 3.4 per 1000. The rate per 1000 was
4.0 higher for women.

(Continued on Page 5)
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Table 1. Hospital Discharges with Diagnosis of Hip Fracture by Age and Gender, Kentucky 2006

Age Number (Female) | Rate (Female) | Number (Male) | Rate (Male) Total by Age
65-69 163 2.0 per 1000 66 0.93 per 1000 1.5 per 1000
70-74 246 4.4 per 1000 112 1.6 per 1000 2.9 per 1000
75-79 385 9.0 per 1000 146 2.4 per 1000 5.1 per 1000
80-84 552 11.7 per 1000 155 5.6 per 1000 9.5 per 1000

85 + 886 20.9 per 1000 244 14.9 per 1000 19.2 per 1000
Total 2232 7.4 per 1000 723 3.4 per 1000 5.7 per 1000

65+

Figure 1. Hip Fractures by Year and Gender, Kentucky Years 2000-2006
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The acute care or rehabilitation hospital emergency room was the chief admission source for hip fracture
patients (both males and females in each age cohort). Physician referral was the next greatest source of ad-
mission to the hospital.

The average length of stay (ALOS) in an acute care or rehabilitation hospital for all cohorts regardless of
admission source was 6.49 days. When the admission source was an emergency room the average length of
stay was 5.79 days. Physician referral admissions had an average length of stay of 6.05 days. The lengthi-
est stay was registered in the “transfer from a hospital” admission source with an average of 10.87 days.
The length of stay has remained relatively stable since year 2000. Figure 2 (page 6) shows the average
length of stay from years 2000 to 2006.

(Continued on Page 6)
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Figure 2. Average Length of Stay in the Hospital following a Hip Fracture (Years 2000 - 2006)
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Table 2 shows discharges to placement after hospital care and the average length of stay for each male and
female age cohort discharged (including deaths).

Within all age cohorts, most patients discharged from hospitals with hip fractures were placed in skilled
nursing facilities (SNF). The ALOS ranged from a low of 6.04 days for females age 65-69 to a high of 7.17

days for males age 80-84 and does not vary widely by age group.
Table 2. Hip Fracture Hospitalization and Placement, Kentucky 2006

Female #1 Placement
(age groups) | SNF Number Other
Patients Placements | Total Cases Days ALOS Expired
65-69 51 112 163 984 6.04 4
70-74 94 152 246 1,565 6.36 2
75-79 172 213 385 2,604 6.76 5
80-84 265 287 552 3,565 6.46 11
85+ 533 353 886 5,507 6.22 32
Totals 1,115 1,117 2,232 14,225 6.37 54
Male Number Other
(age groups) Patients Placements | Total Cases Days ALOS Expired
65-69 28 38 66 441 6.68 1
70-74 43 69 112 778 6.95 0
75-79 53 93 146 906 6.21 8
80-84 71 84 155 1,112 7.17 5
85+ 135 109 244 1,717 7.04 18
Totals 330 393 723 4,954 6.85 32

(Continued on Page 7)
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Hip Fracture Risk Assessment

Risk factors identified for hip fractures include in-
creasing age, environmental hazards, muscle weak-
ness, functional limitations, use of psychoactive
prescription drugs, and a history of previous falls.
More than 95% of hip fractures are the result of a
fall. The National Center for Injury Prevention and
Control (NCIPC) recommends the following four
strategies for an individual to help prevent falls:

1. Begin a regular exercise program, particularly
with exercises which improve balance, coordina-
tion and strength, such as Tai Chi. Exercise is one
of the most effective ways to decrease chances of
falling and is low cost.

2. Have a home health care provider, primary doc-
tor or pharmacist review all medications being
taken (both prescription and over-the-counter) to
ensure that there are no interactions that may cause
dizziness or sleepiness, which can lead to falls.

3. Have a vision exam at least once a year by an
optometrist.

4. Make sure the home is a safe place. Take the fol-
lowing steps to help decrease chances of falls oc-
curring at home:

¢ Remove items that can be tripped over such as
shoes from areas that are often walked hallways or
stairs.

e Do not use small throw rugs or alternatively,
use double- sided tape to ensure they will stay se-
curely in place.

e Store frequently used items in cabinets and
closets, which do not require a step stool or are
difficult to reach.

e Have safety bars installed by the toilet and in
the bathtub or shower.

e Use non-slip mats in the bathtub/shower and on
the bathroom floor.

e Increase lighting in the home. Lightweight cur-
tains or shades help reduce the glare of the sun
while allowing more natural light naturally inside
the house.

e Place handrails and lights on all stairways.

e Wear sturdy shoes both inside and outside of

the house, as opposed to slippers or being barefoot.

For more information on helping to prevent falls,
including a Home Fall Prevention Checklist for
Older Adults, visit the National Center for Injury
Prevention and Control at www.cdc.gov/ncipc.

Kentucky Intervention Program

To reduce the number of hip fractures for improved
quality of life and increased longevity, DPH is
working with other organizations to implement a
new program called A Matter of Balance. This
structured group program addresses physical, so-
cial, and cognitive factors affecting fear of falling
and allows participants to learn fall prevention
strategies. A Matter of Balance intervention pro-
gram includes group discussion, problem-solving,
skill building, assertiveness training, videotapes,
sharing practical solutions and exercise training
activities, as well as utilizing lay leaders to facili-
tate these classes. Twenty-one Kentucky master
trainers completed the two-day session offered by
Maine Health’s Partnership for a Healthy Aging
and earned A Matter of Balance Master Trainer
Certificate in May. Community programs will be
implemented this fall in several regions in Ken-
tucky and lay leaders will be trained to continue on-
going classes in community centers and faith-based
organizations throughout Kentucky. It is important
that health care professionals educate the elderly of
the risk factors associated with hip fractures and
ways they can prevent falls.

Conclusion

Hip fractures are an increasing concern for the eld-
erly in terms of the extended time period spent in
the hospital, high medical costs, and the probability
that the individual may be placed in a skilled nurs-
ing facility upon discharge from the hospital. Falls
in older adults are dangerous and preventable. In-
tervention programs that help older adults learn
more about and minimize fall risks are important
for maintaining independence. Evidence-based pro-
grams for the 60+ age population can have positive
impact on the quality of life of Kentucky’s aging
population.

(Continued on Page 8)
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For additional information on hip fractures and osteoporosis, contact the Department for Public Health’s
Chronic Disease Branch at (502) 564-7996 or log onto www.chfs.ky.gov/dph/ach/cd/osteo.htm.
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